Objectives. The effectiveness of psychological therapies for those receiving acute adult mental health inpatient care remains unclear, partly because of the difficulty in conducting randomized controlled trials (RCTs) in this setting. The aim of this meta-analysis was to synthesize evidence from all controlled trials of psychological therapy carried out with this group, to estimate its effects on a number of important outcomes and examine whether the presence of randomization and rater blinding moderated these estimates.
Practitioner points

Clinical implications:
This review provides the first meta-analytical synthesis of brief psychological therapy delivered in acute psychiatric inpatient settings. This review suggests that brief psychological therapy may be associated with reduced emotional distress and readmissions.
Limitations:
The evidence in this review is of limited quality. The type, format, and intensity of brief psychological therapy required to achieve sustained benefits are yet to be established.
Although some reviews and meta-analyses have questioned the benefit of psychological therapies for people with severe mental illness (Jauhar et al., 2014; McKenna & Kingdon, 2014) , several others have found persuasive evidence of effectiveness and acceptability (Khoury et al., 2013; Lam, Burbeck, Wright, & Pilling, 2009; Turner, Van Der Gaag, Karyotaki, & Cuijpers, 2014) . As such, there have been growing calls for psychological therapies to be routinely offered to psychiatric inpatients during acute admissions (Schizophrenia Commission, 2012) . However, it is unclear whether existing evidence can be generalized to those receiving acute mental health inpatient care, partly because of the short time periods involved in acute admissions and partly because of the increased illness severity many acute inpatients experience. For instance, trials evaluating psychological interventions for severe mental illness have often involved a period of outpatient therapy lasting 6 months (Garety et al., 1997; Haddock et al., 2009) or longer (Garety et al., 2008; Sensky et al., 2000; Turkington, Sensky, Scott, & Barnes, 2008) , whereas acute inpatient admissions are typically much shorter in duration (Mental Health Network, 2012 ), thus placing a natural limit on the number of sessions patients can realistically be offered. Although NICE guidelines recommend a minimum of 10-16 sessions of psychological intervention are provided, depending on the therapy and condition (National Institute for Health and Care Excellence, 2009, 2014) , the evidence this recommendation is based on is not strong, and recent findings suggest that low-intensity therapies (i.e., designed to be delivered in <16 sessions [between 6 and 15]) may also benefit those diagnosed with psychosis (Hazell, Hayward, Cavanagh, & Strauss, 2016) . As alternatives to hospital admission are increasingly advocated, and the number of hospital beds reduces (Department of Health, 2015; Lehman et al., 2010; McGorry et al., 2005) , the threshold for admission is rising, meaning those admitted to an acute inpatient service are likely to be the most severely ill (Brooker, Ricketts, Bennett, & Lemme, 2007) . However, there are concerns that this increased illness severity may prevent these individuals from engaging effectively in a talking-based intervention (Canadian Psychiatric Association, 2005) and much of the evidence relating to psychological therapy for severe mental illness does not include those within the 'acute' phase of illness, or those said to be in crisis.
The effectiveness of psychological therapy may also be moderated by the acute ward environment itself, because this is not always perceived by patients or staff to be therapeutic, safe or conducive to emotional disclosure (Schizophrenia Commission, 2012) . Indeed, some guidelines even recommend that individuals are discharged before commencing therapy (National Institute for Health and Care Excellence, 2014) . Determining the effectiveness of therapy for people in this acute setting has become particularly important in the context of growing demands from patients, carers, and providers for this treatment to be accessible to them (Bright, 2008; Haddock et al., 2014; Rethink, 2004; Schizophrenia Commission, 2012) , and recognition that services must do more to improve the experience of patients receiving inpatient psychiatric care (Schizophrenia Commission, 2012) . If psychological therapy delivered in this context does prove to be of benefit, then this would have significant implications for the design of inpatient services for people with severe mental health problems and would challenge existing views that therapy may be inappropriate for this patient group.
Nonetheless, determining the effectiveness of therapy for acute psychiatric inpatients is a challenging task. Whereas single-blind (i.e., assessor blind), randomized controlled trials (RCTs) have strong internal validity, their experimental design may limit the degree to which their findings have external validity. That is, patients who are very unwell, suicidal, or in crisis may be less likely to take part in these studies, or may indeed be explicitly excluded. In this context, non-RCTs may be more acceptable to this group and their clinicians (Black, 1996) . However, it is unclear whether such studies produce different effects to single-blind RCTs and, if they do, whether this is attributable to reduced internal validity, or increased external validity.
For these reasons, we set out to conduct the first comprehensive meta-analytical synthesis of the available evidence from randomized and non-RCTs of psychological therapy for acute adult mental health inpatients. Our aim was to determine the effect of therapy on outcomes of importance to clinicians and patients, including psychotic symptoms, risk of readmission, and emotional distress, also examining the association between estimates of effect and study design variables.
Method
Protocol registration A review protocol was developed and registered online (PROSPERO CRD42015026732). Subsequent changes include specification of additional subgroup analyses, that is, contact with a therapist in the control group, therapy type, and diagnosis.
Inclusion and exclusion criteria
We included all randomized and non-randomized trials of psychological therapies for adults receiving acute mental health inpatient care, where the comparator was usual care, usual care plus waiting list, or usual care plus 'inactive' psychological interventions (e.g., 'non-directive' interventions such as befriending, supportive counselling). Given the broad focus of the review, that is, to identify the benefit of any talking psychological therapy, studies where the only comparison was between two active talking therapies were excluded. Inclusion of non-RCTs was planned because such studies may be able to recruit a more representative group of participants and to allow the effect of study design on efficacy to be examined empirically, rather than assumed. The extent to which including non-blind and/or non-randomized studies led to a reduction in effect sizes was determined by subgroup analysis (see below). Uncontrolled studies, including case studies and case series, were excluded.
For the purpose of this meta-analysis, psychological therapy was defined as 'meeting with a therapist to talk about (..) feelings and thoughts and how these affect (..) behaviour and wellbeing' (National Institute for Health and Care Excellence, 2014). Examples of interventions which satisfy this definition and were therefore included are cognitive behavioural therapy (CBT), psychodynamic therapy (PT), acceptance and commitment therapy (ACT), and meta-cognitive training (MCT). Interventions were included regardless of whether they were delivered in a group or individual format. Examples of interventions not meeting our criteria for inclusion are those which aimed primarily to reduce substance misuse, aid reintegration into the community, increase compliance with medication, or increase knowledge of mental illness. Trials of interventions delivered via art, music, or computers also did not satisfy our working definition. Additionally, therapies considered 'non-directive', for example, supportive counselling or befriending, were not categorized as psychological therapy for the purpose of this review.
We were primarily interested in the benefit of therapy for patients in a particular setting (i.e., acute inpatient mental health care), and therefore, no restriction was placed on the diagnosis of participants. However, trials where <50% of participants were inpatients (and the inpatient data were not reported separately) were excluded. Only studies providing usable data on either severity of psychotic symptoms, depression, anxiety, or number of readmissions were included. Application of criteria developed by the Mental Health Network (Mental Health Network, 2012) to define adult acute inpatient mental health care led to exclusion of trials conducted in adolescent or older adult wards, specialist wards (e.g., eating disorder units or specialized personality disorder services), forensic wards, rehabilitation wards, crisis houses, therapeutic communities, and respite care. According to the Mental Health Network (Mental Health Network, 2012) , patients typically spend <90 days on an acute inpatient ward; therefore, studies where the average length of stay of participants was longer than this were excluded.
Outcomes
Psychotic symptoms are frequently encountered in acute inpatient care, occur across a range of diagnostic categories, and are commonly measured in intervention trials. Therefore, overall psychotic symptoms were chosen as the primary outcome. This was defined by group differences in mean post-treatment Positive and Negative Syndrome Scale (PANSS; Kay, 1990) total scores but where this was not available, group difference in mean change was used. If neither were available, the nearest post-intervention mean was used, as per previous meta-analyses (Jauhar et al., 2014) . If no PANSS total scores were reported but subscale scores were reported, then these were combined using the method specified by Jauhar et al. (Jauhar et al., 2014) . If PANSS data were not reported, the Brief Psychiatric Rating Scale (BPRS; Overall & Gorham, 1962) or the Global Assessment of Functioning (GAF; Hall, 1995) mean scores were converted to PANSS scores using conversion tables provided by Leucht and colleagues (Leucht, Rothe, Davis, & Engel, 2013) and Samara and colleagues (Samara et al., 2014) . Further details on the process of data conversion can be found in the Appendix S1.
Secondary outcomes included follow-up PANSS scores, number of readmissions, symptoms of depression, and symptoms of anxiety. Depression and anxiety were thought to be useful indicators of emotional distress (Derogatis, 2001; Pilkonis et al., 2011) , which is often the target of psychological interventions and is considered by some researchers to contribute to the onset and maintenance of a variety of SMIs (Birchwood, Shiers, & Smith, 2014; Isabel Clarke, 1999) . If available, Beck Depression Inventory (BDI; Beck, Steer, & Brown, 1996) data were extracted for the depression outcome. If unavailable, Hamilton rating Scale of Depression (HMRD; Hamilton, 1960 ) data were used. If neither were available, other measures reported by the authors were used if adequate reliability and validity was reported (see Appendix S1). For example, the anxiety outcome included a combination of data from the anxiety subscale of the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983) , Hamilton Anxiety Rating Scale (HAMA; Beck, Epstein, Brown, & Steer, 1988 ) and the Symptom Checklist -90 -Revised (van der Laan, Van Spaendonck, Horstink, & Goris, 1999; SCL-90-R) .
Search strategy and study selection As recommended by Lipsey and Wilson (Lipsey & Wilson, 2001) , three methods were used to search the literature: (1) the use of two or more computerised databases, (2) manually searching the reference lists of related meta-analyses and reviews, and (3) making contact with researchers for relevant or unpublished material. The electronic databases ASSIA, EMBASE, CINAHL, Cochrane, MEDLINE, and PsycINFO were searched in October 2014 and again in February 2016. The full search strategy is provided in the Appendix S1. Clinical trial registries (clinicaltrials.gov; ISRCTN) were searched for potentially unpublished trials. Titles and abstracts were first screened and obviously ineligible studies removed. The full text of the remaining papers were then accessed and reviewed.
Data extraction
One reviewer (CP) extracted data from each study using a data extraction sheet created specifically for this review. Any uncertainties were discussed during review meetings with other authors. Trial authors were contacted in the event of missing or unclear data. For each study, information on a number of design, treatment, and outcome-related variables was extracted. This included method of randomization, use of assessor blinding, length of follow-up, diagnosis of participants, equivalence of groups, overall sample size, type of intervention and control, likely contact with therapist in control group, whether interventions were delivered according to a manual (and manual specificity) and duration of therapy (including number of sessions; see Appendix S1 for further detail).
Data conversion and analysis
Procedures outlined in the Cochrane Handbook were used to combine groups where studies had more than two relevant treatment or control arms. Where multiple follow-up data were reported, the longest were included. Meta-analysis was carried out using Comprehensive Meta-Analysis for Windows (CMA, version 2.0; Borenstein & Rothstein, 2004) . For continuous outcomes, pooled standardized mean differences (SMD) and 95% confidence intervals were calculated, with Hedges's g adjustment for small samples. Using the SMD allows multiple continuous measures of the same construct to be combined. All SMDs were interpreted using Cohen's (Cohen, 1988) guidelines: 0.2 signifies a small effect, 0.5 a medium effect, and 0.8 a large effect. Odds ratios and 95% confidence intervals were used to quantify group differences in dichotomous outcomes. A random-effects model was applied in all analyses due to the variation between studies (Borenstein, 2009;  i.e., therapy type, length, diagnosis, control group).
Assessment of study and outcome quality One author assessed study-level risk of bias with the Cochrane Collaboration risk of bias tool and outcome quality using the Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach (Guyatt et al., 2008) . Any uncertainties were discussed with other authors. Further details of ratings and rationale are provided in the Appendix S1.
Subgroup analysis
Subgroup analyses to investigate the effect of single-blind RCT methodology were carried out on all outcomes where there were at least four studies. Studies were categorized as either single-blind RCTs or non-blind and/or non-randomized. Additional subgroup analyses were carried out on the primary outcome to examine the effect of therapy type and the nature of control groups (i.e., extra contact with a therapist in the control group). Studies were categorized into three groups to look at differences in therapy types: cognitive behavioural therapies, 'third wave' cognitive behavioural therapies, and other therapies. Additionally, some studies included control groups that had more contact with a therapist than usual treatment. This is thought to moderate the summary effect (Button & Munaf o, 2015; Wykes, Steel, Everitt, & Tarrier, 2008) ; therefore, all studies were categorized into two groups: probable contact with a therapist in the control group and no probable contact with a therapist in the control group. Details of therapies and control group categories can be found in the Appendix S1. Additional subgroup analysis to explore the moderating role of diagnosis was also carried out in the depression symptom outcome. Three diagnostic groups were identified: depression, psychosis, and 'other' which included one study which evaluated the effectiveness of therapy for behaviours of self-harm. As only one study was included in the 'other' group, it was excluded from this subgroup analysis.
Analysis of heterogeneity and publication bias The I 2 statistic was calculated to determine the proportion of heterogeneity in outcome estimates (Lipsey & Wilson, 2001) . Heterogeneity was investigated further if the proportion was judged to be at least moderate, defined as an I 2 value of 40% or more (Higgins & Green, 2011) . Duval and Tweedie's Trim and Fill method (Duval & Tweedie, 2000) was used to look for missing studies due to publication bias where ten or more studies were included in the analysis.
Results
A total of 512 studies were retrieved from searching online databases, 13 were retrieved from searching reference lists of included studies and meta-analyses, reviews, and other relevant studies (Jauhar et al., 2014; Lynch, Laws, & McKenna, 2010; Mehl, Werner, & Lincoln, 2015; Turner et al., 2014) , and one unpublished study was found from emailing relevant authors. Of the 526 full-text reports that were examined, 20 individual studies (described in 27 separate reports) were identified for inclusion in one or more of the metaanalyses. Bach et al. (2013) carries out an intention-to-treat analysis using data from Bach and Hayes (2002) and Gaudiano and Herbert (2006) ; therefore, data from Bach et al. (2013) were used for outcomes where Bach and Hayes (2002) and Gaudiano and Herbert (2006) were both included. The process of study selection is summarized in the PRISMA flow diagram (Figure 1) , and a list of studies excluded after inspection of the full-text is provided in the Appendix S1.
Treatment characteristics
Eleven trials examined CBT and the remaining examined MCT (k = 3), ACT (k = 2), dialectical behaviour therapy (DBT; k = 1), eye-movement desensitization and reprocessing (EMDR; k = 1), interpersonal psychotherapy (IPT; k = 1), or social skills training (SST; k = 1). One trial investigated the efficacy of a 'psychological approach', which in content appeared to be similar to CBT and was therefore included in the CBT category for subgroup analysis (Hayashi, Yamashina, Igarashi, & Kazamatsuri, 2001) . Seven studies used a group format to deliver treatment, eleven used an individual format, and two used a mixture of both. The period between baseline and posttreatment assessment ranged between 2 and 12 weeks. The total number of sessions available ranged between 3 and 54, and the number of sessions available per week was between 1 and 7. The actual number of hours of therapy available ranged widely, between three and 133.
Comparator characteristics
Thirteen trials compared psychological therapy to TAU alone (k = 13). Four trials compared psychological therapy to psychoeducation (k = 2), cognitive remediation (k = 1), and supportive counselling (k = 1). The remaining three trials had three arms and compared psychological therapy to both TAU and TAU plus a comparator intervention (relaxation therapy and/or supportive counselling).
Risk of bias and GRADE assessment
As shown in Table DS8 in Appendix S1, the randomized studies generally performed well in relation to random sequence generation, with only a minority (k = 4) being judged to have a high risk of bias in this domain. On the other hand, the studies performed very poorly in relation to selective reporting bias, with all but two being judged to have a high risk of such bias. Attrition bias was also high, with over half (k = 13-16) of the studies being judged as having a high risk of this type of bias. The risk of bias attributable to the lack of blinding of participants and personnel was unavoidably high given the nature of the interventions being studied. Almost half the studies had a high risk of detection bias because assessors were aware of the group that participants had been allocated to.
A summary of outcome quality can be found in Table 1 . Of the 20 outcomes and subgroup outcomes, 12 were rated as very low quality, eight were rated as low, one was rated as moderate, and none were rated as high. Further detail is provided below, and justification for these ratings can be found in Table DS9 in the Appendix S1.
Outcomes
The results of all meta-analyses and related subgroup analyses are reported in Table 1 and below. Forest plots of subgroup analyses are available in the Appendix S1.
Psychotic symptoms (primary outcome)
Fifteen studies reported post-intervention symptom data, and the pooled estimate suggested psychological therapy was associated with a small-to-medium benefit over comparators (SMD À0.39; CI À0.64 to À0.14; p = .00; see Figure 2 ). Heterogeneity was high (I 2 = 68%) but there was no clear evidence of publication bias. The quality of the evidence was downgraded due to the majority of included studies being judged to have a high risk of bias on more than one domain, including selective reporting, incomplete data, and non-blinding of assessors. Six studies were included in the analysis for follow-up PANSS total scores. The overall effect was small (SMD À0.21) and not significant (CI À0.52 to 0.09; see Figure 3 ). Moderate heterogeneity (I 2 = 59%), wide confidence intervals (including both a moderate effect favouring intervention and a small effect favouring control), and high risk of bias meant the evidence was judged to be very low in quality. Startup et al. did not report end of treatment data (Startup, Jackson, & Bendix, 2004) , but inclusion of their 6-month follow-up data in the end of treatment meta-analysis and their 12-month follow-up data in the follow-up meta-analysis had no effect on these estimates. There were too few studies to assess publication bias.
Study name Statistics for each study Hedges's g and 95% CI
Hedges's Lower Upper g limit limit Depression and anxiety (secondary outcomes) Data from six studies suggested psychological therapy was associated with a moderate improvement in depression when compared to comparators (k = 6, SMD À0.49, CI À0.83 to À0.15, p = .01; see Figure 4 ). Inclusion of follow-up data from Startup et al. had no effect on estimates. Four studies provided data on anxiety. The pooled estimate suggested psychological therapy was associated with a moderate-to-large benefit at end of treatment (k = 4, SMD À0.68, CI À1.29 to À0.07, p = .03; see Figure 5 ). Imprecision and risk of detection bias, selective reporting bias, and attrition bias meant we judged the evidence to be very low in quality. Some heterogeneity was observed (depression I 2 = 50%; anxiety I 2 = 60%); however, there was a clear direction of effect for both estimates. There were too few studies to assess publication bias. 
Readmission (secondary outcome)
Six studies provided readmission data, and together, these suggested active psychological therapy was associated with a reduction in odds of readmission by just over a third (OR 0.62, CI 0.46 to 0.84, z = À3.05, p = .00; see Figure 6 ). Very little heterogeneity was observed (I 2 = 12%); however, the relative weight was not evenly distributed between studies with one study (Veltro et al., 2006) contributing approximately 50%. Excluding this study did not change the magnitude or the significance of the effect (OR = 0.68, CI 0.47 to 0.99). The quality of evidence was judged to be low because of a high risk of detection bias, attrition bias, and selective reporting bias. There were too few studies to assess publication bias.
Moderator analyses
The use of single-blind randomized controlled methodology Eight studies employed single-blind randomized controlled methodology (Aghotor, Pfueller, Moritz, Weisbrod, & Roesch-Ely, 2010; Bechdolf et al., 2004; Habib, Dawood, Kingdon, & Naeem, 2015; Haddock et al., 1999; Kim, Choi, & Kim, 2010; Lewis et al., 2002; Moritz, Veckenstedt, Randjbar, Vitzthum, & Woodward, 2011; Schramm et al., 2007) and seven were either not randomized and/or did not employ blinding (Bach & Hayes, 2002; Gaudiano & Herbert, 2006; Hall & Tarrier, 2003; Hayashi et al., 2001; Kumar et al., 2010; Shelley, Battaglia, Lucey, & Opler, 2001; Startup et al., 2004) . Excluding blind RCTs led to an increase in the effect size for overall psychotic symptoms at end of treatment (SMD À0.68, CI = À1.02 to À0.35; p = .00), and excluding non-blind or nonrandomized studies reduced it (SMD À0.16, CI = À0.45 to 0.13; p = .28). This difference was significant (Q = 5.47, df = 1, p = .02), suggesting that blinding and/or randomization was significantly and inversely associated with estimates of effectiveness in this domain. However, both overall estimates were judged to be very low in quality, in part because dividing the data this way introduced imprecision to both estimates. At follow-up, singleblind RCTs studies (k = 4) reported no association between therapy and symptom
Study name
Odds ratio and 95% CI Odds Lower Upper ratio limit limit improvement (SMD À0.01, CI À0.22 to 0.19; p = .91; very low-quality evidence), whereas non-blind and/or non-randomized studies (k = 2) reported a large association (SMD À0.83, CI À1.28 to À0.19; p = .00; very low-quality evidence). This difference was again significant (Q = 10.71, df = 1, p = .00). The use of single-blind randomized methodology did not emerge as a significant moderator of readmission (Q = 2.78, df = 1, p = .10). However, the overall effect in four single-blind RCTs compared to all controls was small and non-significant 0.83 (CI 0.54 to 1.28; p = .40; low-quality evidence). The evidence was rated as low quality because the included studies were judged to have a high risk of other forms of bias and because the confidence intervals for the estimate were very wide. The overall effect size for three nonblind studies compared to all controls was larger and significant À0.52 (CI 0.37 to 0.73; p = .00; low-quality evidence). Psychological therapy had a small and non-significant effect on depression in blind RCTs (SMD À0.33 CI À0.84 to 0.18; p = .21) and a moderateto-large effect in non-blind and/or non-randomized trials (SMD À0.67 (CI À1.18 to À0.16; p = .01); however, this difference was not significant (Q = 0.84, df = 1, p = .36). These outcomes were judged to be low and very low in quality, respectively, in part because of the risk of bias in the individual studies and in part because the estimate was imprecise. There were too few studies to examine the relationship between study quality and the effect of therapy on anxiety.
The following analyses were conducted on the primary outcome of overall symptoms at end of treatment.
Type of psychological therapy
The overall association between therapy and symptom improvement was not moderated by therapy type (Q = 0.43, df = 2, p = .81). CBT (k = 8) had an overall moderate effect (SMD À0.45, CI À0.85 to À0.07; p = .02; very low-quality evidence), 'Third Wave' approaches (k = 5) had an effect of similar magnitude (SMD, À0.44, CI À0.95 to 0.06; p = .09; very low-quality evidence) and 'other' approaches (k = 2; EMDR and IPT) combined had a small and non-significant effect (SMD À0.19 (CI À0.90 to 0.53; p = .61; low-quality evidence).
Contact with therapist in control group
Probable contact with a therapist in the control group emerged as a significant moderator. The association between active therapy and symptom improvement in trials where there was no probable therapist contact in the control group (k = 7) was large (SMD À0.77, CI = À1.09 to À0.45; p = .00; very low-quality evidence) and significantly higher (Q = 9.46, df = 1, p = .00) than the for studies where there was probable therapist contact in the control group (k = 8; SMD = À0.12, CI = À0.38 to 0.13; p = .35; low-quality evidence).
Diagnosis
A post hoc analysis found no evidence that diagnosis of participants moderated the effect of therapy on depression (Q = 4.05, df = 2, p = .13). The association between psychological therapy and improved depression was moderate in trials where participants also had psychosis (k = 3; SMD À0.48, CI À1.03 to 0.08; p = .09; low-quality evidence), but small where participants had depression only (k = 3; SMD À0.30, CI À0.70 to 0.10; p = .14; low-quality evidence); however, these estimates were not significantly different.
Discussion
This meta-analysis synthesized, for the first time, findings from studies that explored the effectiveness of brief psychological therapy for inpatients receiving acute mental health care. We focused on the effect of therapy on outcomes that matter to both clinicians and patients -psychotic symptoms, emotional distress, and risk of readmission. Although psychological therapy was significantly associated with reduced observer-rated psychotic symptoms, risk of readmission, and emotional distress (depression and anxiety), our findings replicate those of previous meta-analyses (Turner et al., 2014; Wykes et al., 2008) , in that effect sizes were smaller in studies employing both randomization and rater blinding. Inverse associations between study quality and effect sizes were observed for all outcomes, although this was only significant in relation to psychotic symptoms.
It is important to note, however, that analyses of moderator variables in metaanalyses, such as those related to study quality, only produce estimates of the association between variables. As with subgroup analyses of clinical trials, the absence of experimental manipulation requires plausible alternative explanations to be ruled out before we are able to draw causal inferences. It is possible that the relationship between single-blind RCT methodology and effect sizes we observed reflects the operation of some third variable or variables. As we have discussed single-blind RCTs are challenging to implement in an acute psychiatric care setting. Patients who are in crisis, subject to compulsory care or actively suicidal may be unwilling to be randomized or may not be eligible for inclusion. Non-randomized studies may be more acceptable to these individuals and their clinicians and may operate with more lenient exclusion criteria. Thus, although they suffer from lower internal validity, they may have an advantage in terms of external validity which in turn may account for their larger effects. Similar arguments have been made in relation to long-acting injectable antipsychotic medication and community treatment orders (Hastings & Gray, 2016) , where blind randomized trials have failed to replicate the effects of naturalistic studies (Haddad, Kishimoto, Correll, & Kane, 2015) . Whether these arguments are justified is moot, but it is essential that pharmacological and psychological interventions are evaluated against the same standards.
Although previous meta-analyses have found different therapies are effective in reducing specific psychotic symptoms (Turner et al., 2014; Zimmermann, Favrod, Trieu, & Pomini, 2005) , their results were based largely on trials conducted in an outpatient setting. In contrast, our analysis of inpatient trials found no evidence to favour one specific type of psychological therapy over another in terms of symptom relief. In addition, we found that the advantage of active psychological therapy over control treatments was significantly smaller when the control treatment involves contact with a therapist. Together, these findings suggest that what may be particularly important to inpatients receiving acute mental health care is having the opportunity to spend time with a trained therapist. If active ingredients identified in both 'directive' and 'non-directive' therapies (e.g., establishing trust, alliance, and engagement), are beneficial for inpatient, this would have implications for the design of a psychologically informed acute inpatient service. A stepped approach to psychological intervention, for example, recognizes the impact of basic psychological ingredients which may be provided by frontline staff, that is, health care assistants and nursing staff, for whom more senior psychologically trained professionals provide supervision and reflective support to maintain a therapeutic milieu and psychological presence. Some inpatient initiatives already recognize the potential impact of creating a psychological stance within the multidisciplinary inpatient workforce (Clarke & Wilson, 2009 ); however, rigorous evaluation is still required to establish effectiveness. It is also possible that the process of psychological intervention in this context informs longer term psychological therapy; however, further research is needed to examine this question.
Limitations
The definition of psychological therapy adopted in this review focused on 'directive' talking psychotherapies, therefore excluding 'non-directive' psychosocial talking therapies such as befriending and supportive counselling. Whether non-directive therapies improve outcomes for acute inpatients compared to usual treatment, and whether directive therapies improve outcomes more than non-directive therapies remains unclear; therefore, further investigation is warranted. Studies where over 50% of participants were outpatients were also excluded. This may defer focus from the inpatient context that this meta-analysis aimed to investigate. However, only one study included outpatients, of which there were only 17% (Lewis et al., 2002) . Although inpatient stays vary in length, studies where average stay exceeded 90 days were excluded from this review to maintain focus on the acute setting. Future studies may wish to include greater variance in length of stay to explore the mediating effect on treatment outcome. Additionally, our meta-analysis was unable to shed light on which types of therapy are most effective in an acute setting, and recommendations regarding an acceptable and effective duration or intensity of therapy cannot yet be made, as the evidence base does not currently allow metaanalysis to explore these issues. Again, this is largely due to the small size and limited quality of the overall evidence. Future research may address these issues. Definitive trials examining 'what works for whom' would be useful and identifying patient and therapy characteristics that predict therapy response and non-response would be particularly informative. Future research may be able to identify what dose, format, intensity, and type of therapy is most effective and acceptable. Finally, only one author screened papers, extracted data, and assessed risk of bias of studies and quality of outcomes. Although two reviewers are recommended to complete such tasks to minimize potential bias (Lipsey & Wilson, 2001 ), all decisions were carefully reviewed and discussed with the review team.
Implications
Provision of psychological therapy in an acute psychiatric inpatient care setting is associated with improvements in overall psychotic symptoms, reduced readmissions, and improved depression and anxiety. However, the use of randomization and rater blinding was inversely associated with these outcomes. Adequately powered trials that seek to maximize both internal and external validity are now required to overcome the limitations of the existing evidence, and future work is needed to further understand specific components of therapy which are conducive to recovery (e.g., the therapeutic relationship, distress management, or problem formulation). Whether such therapy has benefits on patient-centred outcomes, such as quality of life, self-esteem, or recovery, remains unclear and future studies should consider measuring these important outcomes.
